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Abstract
Through analysis of local level narrative themes and 
linguistic features and their attendant narrative ‘do-
mains’ and emotive content, this study explicates the 
discursive forms of Chinese personal narratives about 
mental illness published in a psychoeducational vol-
ume in mainland China. The cultural phenomena un-
derpinning the explicated discursive forms are consid-
ered. The study finds that the Chinese mental illness 
narratives emphasize the problematic nature of the 
illness experience for the individual concerned, as well 
as the importance of gaining control over the personal 
and social disembodiment that mental illness brings 
about. The language of medicine presents as a domi-
nant linguistic feature of the texts. Narrative authors 
appear to respond to their illness experience by nego-
tiating and utilizing social relationships and support 
structures and through active medical intercession. 
As such, their narratives appear deeply culturally 
marked despite their psychoeducational intent and 
institutional context of publication. The study findings 
bear out the call for more attention to be given to the 
cultural dimension when analysing illness narratives.
Keywords: illness narrative; mental illness; commu-
nity psychoeducation; Chinese culture; narrative do-
mains; gaining control.
1. Introduction
That culture can and should shape the public health 
message is well recognized today (Chiu 1987; Kuo 
and Kavanagh 1994; Witte and Morrison 1995; Mac-
Donald 1998; Bhui and Rüdell 2002; Garcés 2002). A 
public health message that fails to consider culture is 
at great risk of failing to communicate its intended 
message (Gallois and Callan 1997). It is important, 
therefore, for studies to examine how public health 
messages are communicated in different cultures and 
to identify the cultural phenomena that distinguish 
the messages. This is important given that the domi-
nance of the biomedical conception of illness amongst 
public health professionals and institutions across 
the globe may lead some to overlook the cultural 
phenomena in play.
In his study of mainland Chinese public health 
literature dealing with mental illness, Ramsay (2008) 
has found that narrative forms predominate, in clear 
distinction to counterparts produced in the West. 
Lu (2000) states that such use of narrative forms for 
didactic and persuasive purposes has long cultural 
precedent in China. Moreover, narrative forms 
continue to be used for such purposes in contem-
porary China, for example in the news media and in 
political genre (Lu 2000; Wang 2002). A more detailed 
examination of how these narratives ‘speak’ to their 
readers and the cultural phenomona that underpins 
this, however, has yet to be undertaken. The current 
study, therefore, undertakes an in-depth analysis of 
the personal narratives used for community psycho-
education in China in order to answer two principal 
research questions:
What broad discursive features character-1. 
ize the psychoeducational narratives under 
study? 
To what extent do the explicated discursive 2. 
features mediate cultural phenomena?
In answering these questions the study aims to pro-
vide a culturally informed ‘reading’ of the mainland 
Chinese psychoeducational narratives, which may 
prove useful to public health bodies both inside China 
and across the Chinese global diaspora. 
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2. Analysis of illness narratives
Garro and Mattingly (2000a: 26) state that:
hearing narrative accounts is a principle means 
through which cultural understandings about 
illness – including possible causes, appropriate social 
responses, healing strategies, and characteristics of 
therapeutic alternatives – are acquired, confirmed, 
refined or modified.
For those experiencing illness, narrative provides a 
means of relating their experience to the commu-
nity at large while, at the same time, exploring and 
assigning greater personal meaning to their illness 
experience (Couser 1997; Hyden 1997; Kleinman 
1988; Wiltshire 2000; Candlin and Candlin 2003; 
Pierret 2003). The voices of those afflicted with an 
illness not only can effectively communicate the 
individuals’ ‘rich view of the world and of their ill-
ness within that world’ but also can lead to ‘a better 
understanding of their illness, including its meaning 
to them and their expected recovery process’ (Bhui 
and Bhugra 2002: 6). 
Frank (1995: 76) categorizes illness narratives into 
three distinct thematic forms – Restitution, Chaos 
and Quest – reflecting the ‘experiential moment’ 
of an illness. Restitution narratives view illness as 
episodic with recovery being the prime objective. 
They are underpinned by biomedicine’s ‘telos of cure’ 
(Frank 1995: 83) and constitute a ‘master narrative’ 
most desired by people in the West. Chaos narratives, 
on the contrary, foreground the disorder of an illness 
experience, highlighting ‘vulnerability, futility, and 
impotence’ (Frank 1995: 97). Quest narratives view 
an illness experience as a journey through which one 
gains greater self-awareness and understanding of 
life, providing its audience ‘three ethics – recollec-
tion, solidarity, inspiration’ (Frank 1995: 133).
These characteristics of illness narratives pro-
posed by Frank and others are contingent on their 
social and cultural contexts (Couser 1997; Mogensen 
1997). A framework suitable for analysing narratives, 
therefore, needs to be capable of not only account-
ing for the structure of and meanings conveyed in 
a narrative, but also of evaluating how a narrative 
achieves meanings and purposes. Kameny and Beari-
son (2002) describe such a framework for analysing 
illness narratives. Their framework seeks to identify 
sentence-level themes and linguistic features appear-
ing in an illness narrative and relates them to broader 
‘domains’ deemed salient to the narrating of any 
illness experience. Narrative themes and linguistic 
features deemed to characterize an illness narra-
tive have emerged from previous research into the 
experience of specific illnesses and, in addition, may 
emerge during the process of analysis (Kameny and 
Bearison 2002). However, in practice there remains 
a high degree of commonality in themes and linguis-
tic features across narratives dealing with differing 
illnesses.
The framework views the sentence-level themes 
and linguistic features comprising an illness narrative 
as contextually positioned in relation to three primary 
narrative domains salient to the illness experience: 
the personal, the social and the medical (Kameny and 
Bearison 2002; Robinson 1990). The personal domain 
mediates experience pertaining to the ill individual; 
the social domain mediates experience involving 
others, such as family, health professionals and the 
general public; and the medical domain mediates the 
experience of medical intercession. The framework 
recognizes that these primary domains frequently 
intersect and overlap, for example, in relating expe-
riences where the individual engages with others or 
with medical protocols, or where all three intercon-
nect (Robinson 1990; Kameny and Bearison 2002). 
In recounting an illness experience the themes and 
linguistic features comprising a narrative, therefore, 
come to mediate the following composite domain 
categories (Kameny and Bearison 2002: 151):
personal(a) 
social(b) 
medical(c) 
personal-social(d) 
personal-medical(e) 
social-medical(f ) 
personal-social-medical(g) 
Table 1 lists the narrative themes and linguistic 
features employed in this study for characterizing 
personal narratives about mental illness, as identi-
fied from previous literature on illness narratives and 
mental illness more broadly. Each of these sentence-
level narrative themes and linguistic features are 
positioned within the narrative domains listed above. 
That is, sentence-level content in an illness narrative 
that recounts, for example, a gaining of control can 
be coded according to where that gaining of control 
is actually located in terms of the salient domains: 
as personal control, as control of medical treatment, 
as control of social interactions, etc. In addition to 
the characterization of illness narrative in terms of 
constituent themes and linguistic features and their 
attendant relationship to salient narrative domains, 
emotive content is also evaluated in terms of the 
overall positivity or negativity evident in expressed 
sentiment (Kameny and Bearison 2002). The analytic 
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Table 1: Mental illness narrative themes and linguistic features and their attendant narrative domains and emotive 
content
Narrative theme Definition Text example
(Translated from Yao 2000)
Domain/ emotive 
content
Assessment of 
circumstance
Comments relating and/or 
reflecting on a situation or state 
of affairs 
‘After that, I have also experienced even 
more unhappy days.’ (343)
Personal -ve
Assessment of 
action
Comments relating and/or 
reflecting on conduct, actions or 
assistance
‘From Dr Yao's talk we gained a lot of 
valuable knowledge, enhanced our under-
standing of the disease and strengthened 
our confidence in recovery.’ (367)
Personal-social-
medical +ve
Control gain Comments relating and/or 
reflecting on experiences that 
give a greater sense of control
‘Under these circumstances I still completed 
my university course with midlevel grades, 
obtaining a bachelor degree, and served as 
host of the university broadcaster’s music 
program for two years.’ (331)
Personal +ve
Control loss Comments relating and/or 
reflecting on experiences that see 
sense of control diminished 
‘Recurring time and time again, my condi-
tion became serious causing my dose of 
medication to steadily increase.’ (337) 
Personal-medical 
-ve
Coping Comments relating and/or 
reflecting on experiences that 
help deal with being ill 
‘After finishing eating dinner everyday I 
make a point of taking a walk. Initially I 
got anxious as soon as I entered a crowded, 
bustling place so I especially choose un-
crowded, quiet places to walk.’ (375)
Personal +ve 
Death Comments relating and/or 
reflecting on the possibility of, 
the desire for or an actual death
‘Over a long period of time a depressed 
frame of mind constantly bothered me, 
such that once I attempted suicide.’ (352)
Personal-medical 
–ve
Denial Comments denying illness or 
related difficulties
‘I was not willing to face up to my own 
condition.’ (348)
Personal –ve
Life beyond 
illness
Comments relating and/or 
reflecting on life experiences as 
removed from the illness 
‘Once again it’s afternoon; classes are  over. 
Young students wearing backpacks walk out 
of the nearby elementary school; they pass 
by my window shouting happily, chasing 
each other.’ (311)
Social +ve
Reassurance Comments that ‘give comfort, 
support or hope’
‘But I believe that effort will always bring 
returns; that steadfast resolve will surely 
overcome illness.’ (313)
Personal +ve
Re-evaluation Comments relating and/or reflect-
ing on an altered personal outlook, 
viewpoint or life philosophy
‘Who can clearly articulate the comple-
mentary relationship between happiness 
and misfortune?’ (338)
Social +ve
Linguistic 
feature
Definition Text example 
(Translated from Yao 2000)
Domain/ emotive 
content
Diminishment Linguistic expressions that play 
down a circumstance or event
‘Feel a little light sadness.’ (343) Personal –ve
Distancing Linguistic features that de-
personalize or detach
‘Was diagnosed as having schizophrenia.’ 
(342)
Social-medical 
–ve
Medical 
terminology
Linguistic expressions that 
typically belong to a medical 
register of usage 
‘Finally insulin shock therapy was em-
ployed. Forty odd days of treatment saw 
my condition gradually stabilize but there 
still remained a fragment of auditory hal-
lucination.’ (331) 
Personal-social-
medical -ve
(Based on Kameny and Bearison 2002: 152; Knight 2006: 101) 
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picture of the illness narrative texts that this approach 
provides allows judgements then to be made about 
the discursive form of the narrative texts in terms 
of the salient social and cultural dimensions in play 
(Bury 2001).
All English-language translations in the paper are 
the author’s.
3. The texts
Twenty-one Chinese language narratives recount-
ing personal experiences of schizophrenia and 
depression were drawn from a collection of mental 
illness narratives compiled in the edited monograph 
Collected Works on Mental Illness Recovery, pub-
lished in 2000 by the China Science and Technology 
Publishing House (Yao 2000). The narratives range 
from approximately 500 to 2000 characters in length 
(approximating 375 to 1500 English words) and had 
originally been published over a period of three years 
in a monthly newsletter Mental Illness Recovery News, 
put out by the Mental Health Research Institute of 
Beijing University. The newsletter aims to disseminate 
and promote family and community psychoeducation 
in China and narratives recounting personal experi-
ences of mental illness (jingshenbing in Chinese, lit. 
‘disease of the spirit’), independently written and 
submitted by readers in a ‘letters to the editor’ type 
format, comprise an important means of doing this 
(Ramsay 2008).
According to Thornborrow and Coates (2005: 6), 
the narratives under study would constitute ‘public’ 
narratives, due to their institutional means of dis-
semination and public consumption. As such, they 
may possess features that distinguish them from 
the ‘private’ narratives of day-to-day conversation 
(Thornborrow and Coates 2005: 6). Garro and 
Mattingly (2000b: 260) note that ‘Storytelling is … 
a highly selective process’ in that the storyteller 
chooses ‘from among the vast range of possibilities 
in the flow of experience’ to present their narrative 
‘in an order that itself intentionally or unintention-
ally conveys significance’. For instance, McKay and 
Bonner (2002: 56) have found that ‘public’ illness 
narratives published in Australian mass-market 
women’s magazines ‘are produced with an audience 
in mind and along the lines of the magazines’ edito-
rial images and their notion of what might interest 
their readers.’ ‘Significance’ in McKay and Bonner’s 
(2002: 65) women’s magazines’ illness narratives sees 
attention selectively drawn to the personal domain 
of experience (for example, individual ‘resilience’) 
rather than the medical domain, in consideration of 
the magazine’s readership. That said, the converse in 
fact may be the case for the ‘public’ illness narratives 
under study here, given the psychoeducational intent 
and institutional context of their publication and dis-
semination. This will be considered in the ensuing 
analysis and discussion.
4. Results
Table 2 presents the cumulative totals and relative 
percentages of the constituent narrative themes 
and linguistic features and the attendant narrative 
domains and emotive content for the 21 texts under 
study.
Table 2: Cumulative totals and relative percentages for 
mental illness narrative themes and linguistic features and 
their attendant narrative domains.
NARRATIVE THEME: TOTAL % %pos. %neg.
     
assessment of circ. 149 29.16 7.24 21.9
P+ 20 3.914   
P- 38 7.436   
PS+ 7 1.37   
PS- 26 5.088   
PM+ 2 0.391   
PM- 27 5.284   
S+ 5 0.978   
S- 8 1.566   
SM+ 0 0   
SM- 2 0.391   
M+ 0 0   
M- 0 0   
PSM+ 3 0.587   
PSM- 11 2.153   
     
assessment of action 110 21.53 14.7 6.85
P+ 15 2.935   
P- 4 0.783   
PS+ 21 4.11   
PS- 4 0.783   
PM+ 1 0.196   
PM- 3 0.587   
S+ 26 5.088   
S- 18 3.523   
SM+ 8 1.566   
SM- 4 0.783   
M+ 2 0.391   
M- 2 0.391   
PSM+ 2 0.391   
PSM- 0 0   
     
control gain 131 25.64 24.5 1.17
P+ 31 6.067   
P- 0 0   
PS+ 50 9.785   
PS- 5 0.978   
PM+ 24 4.697   
PM- 1 0.196   
S+ 12 2.348   
S- 0 0   
SM+ 4 0.783   
SM- 0 0   
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M+ 0 0   
M- 0 0   
PSM+ 4 0.783   
PSM- 0 0   
     
control loss 38 7.436 0 7.44
P+ 0 0   
P- 13 2.544   
PS+ 0 0   
PS- 14 2.74   
PM+ 0 0   
PM- 8 1.566   
S+ 0 0   
S- 3 0.587   
SM+ 0 0   
SM- 0 0   
M+ 0 0   
M- 0 0   
PSM+ 0 0   
PSM- 0 0   
     
coping 17 3.327 2.94 0.39
P+ 7 1.37   
P- 1 0.196   
PS+ 6 1.174   
PS- 1 0.196   
PM+ 1 0.196   
PM- 0 0   
S+ 1 0.196   
S- 0 0   
SM+ 0 0   
SM- 0 0   
M+ 0 0   
M- 0 0   
PSM+ 0 0   
PSM- 0 0   
     
Death 8 1.566 0.39 1.17
P+ 2 0.391   
P- 3 0.587   
PS+ 0 0   
PS- 2 0.391   
PM+ 0 0   
PM- 1 0.196   
S+ 0 0   
S- 0 0   
SM+ 0 0   
SM- 0 0   
M+ 0 0   
M- 0 0   
PSM+ 0 0   
PSM- 0 0   
     
Denial 5 0.978 0 0.98
P+ 0 0   
P- 4 0.783   
PS+ 0 0   
PS- 0 0   
PM+ 0 0   
PM- 0 0   
S+ 0 0   
S- 1 0.196   
SM+ 0 0   
SM- 0 0   
M+ 0 0   
M- 0 0   
PSM+ 0 0   
PSM- 0 0   
     
life beyond illness 3 0.587 0.59 0
P+ 1 0.196   
P- 0 0   
PS+ 1 0.196   
PS- 0 0   
PM+ 0 0   
PM- 0 0   
S+ 1 0.196   
S- 0 0   
SM+ 0 0   
SM- 0 0   
M+ 0 0   
M- 0 0   
PSM+ 0 0   
PSM- 0 0   
PSM+ 0 0   
PSM- 0 0   
     
reassurance 17 3.327 3.13 0.2
P+ 3 0.587   
P- 0 0   
PS+ 6 1.174   
PS- 0 0   
PM+ 0 0   
PM- 0 0   
S+ 5 0.978   
S- 0 0   
SM+ 0 0   
SM- 1 0.196   
M+ 0 0   
M- 0 0   
PSM+ 2 0.391   
PSM- 0 0   
     
re-evaluation 33 6.458 4.31 2.15
P+ 9 1.761   
P- 6 1.174   
PS+ 9 1.761   
PS- 3 0.587   
PM+ 1 0.196   
PM- 0 0   
S+ 3 0.587   
S- 2 0.391   
SM+ 0 0   
SM- 0 0   
M+ 0 0   
M- 0 0   
PSM+ 0 0   
PSM- 0 0   
     
SUM TOTAL 511 100 57.7 42.3
LINGUISTIC FEATURE: TOTAL % %pos. %neg.
     
diminishment 2 3.077 1.54 1.54
P+ 0 0   
P- 1 1.538   
PS+ 0 0   
PS- 0 0   
PM+ 0 0   
PM- 0 0   
S+ 1 1.538   
S- 0 0   
SM+ 0 0   
SM- 0 0   
M+ 0 0   
M- 0 0   
PSM+ 0 0   
PSM- 0 0   
     
distancing 3 4.615 0 4.62
P+ 0 0   
P- 0 0   
PS+ 0 0   
PS- 0 0   
PM+ 0 0   
PM- 0 0   
S+ 0 0   
S- 1 1.538   
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SM+ 0 0   
SM- 1 1.538   
M+ 0 0   
M- 1 1.538   
PSM+ 0 0   
PSM- 0 0   
     
medical term. 60 92.31 40 52.3
PM+ 18 27.69   
PM- 28 43.08   
SM+ 1 1.538   
SM- 1 1.538   
M+ 0 0   
M- 0 0   
PSM+ 7 10.77   
PSM- 5 7.692   
     
SUM TOTAL 65 100 41.5 58.5
P=personal; S=social; M=medical
‘+’ =positive;  ‘-’ =negative 
Table 2 shows that the dominant themes across 
the mental illness narrative texts as a whole are 
assessment of circumstance (~29%), control gain 
(~26%), followed by assessment of action (~22%). 
There is much less reference to control loss and re-
evaluation (~6-7%), and minimal reference to coping 
and reassurance (~3%), and death, denial and life 
beyond illness (~1-2%). There is strong resonance of 
the personal domain in assessment of circumstance, 
coping, death, denial, re-evaluation and control loss, 
while assessment of action and reassurance present 
a strong resonance of the social domain.
Overall, narrative themes tended to be more posi-
tive (~58%) than negative (~42%) in sentiment. Of the 
dominant themes, assessment of circumstance was 
highly negative, with control gain exceedingly positive 
and assessment of action largely positive albeit with a 
clear negative element. For the lesser themes, control 
loss and denial were exceedingly negative; coping, life 
beyond illness and reassurance exceedingly positive; 
however, re-evaluation and death were comparatively 
more equivocal in sentiment. Usage of medical termi-
nology (~92%) overwhelmingly dominated linguistic 
features across the mental illness narrative texts as a 
whole, with minimal usage of linguistic diminishment 
or distancing (~3-5%). Interestingly, medical refer-
ences were relatively more equivocal in sentiment, 
with a greater resonance of negativity.
Dominant features explicated above are illustrated 
and further analysed in the following narrative 
excerpts:
I feel extremely lethargic. I lay around a lot, yet my 
mind never stops, always tormented and troubled 
by my illness. At home my wife curses me severely 
for lying around. So I’m discriminated against by 
my family. There’s also discrimination from broader 
society. We need to take heed of the words of a wise 
man: the strong work toward their own goals while 
the weak take on the opinions of those around them. 
We need to be strong. We need to work toward our 
own goal, namely overcoming mental illness, and 
pay no attention to the opinions and mockery that 
surround us. (Yao 2000: 321)
Here, the negative personal circumstances arising 
from suffering from a mental illness are recounted. 
The reactions by those around the person with a 
mental illness are negatively assessed. Gaining con-
trol is urged through personal effort motivated by 
the words of the wise and in reaction to the social 
obstacles that befall people with a mental illness.
After leaving hospital I had some recurrences. For 
two years my illness would appear then abate. In addi-
tion to persisting hallucinations the main symptom 
was quite serious feelings of anxiety. Six months ago 
I started taking Risperidone and the hallucinations 
have moderated but the anxiety still persists. I have 
also developed quite serious depressive symptoms 
and so have begun taking Doxepin as well. At present 
there has been quite a big improvement but the side-
effects of Doxepin are rather great. Every day I feel 
very tired and weary and, since I’m still working, I 
do not dare to further increase my dosage. This has 
hindered my further recovery, with symptoms of 
anxiety still occurring at times. The doctor suggested 
changing to imported anti-depressant medications 
that have fewer side-effects, but the price is prohibi-
tive and really there is no chance of me taking them. 
(Yao 2000: 331–332)
Once again, the negative personal circumstances 
arising from suffering from a mental illness are 
recounted. While pharmacotherapy seemingly 
remains essential to attaining ‘recovery’ (gaining 
control over one’s illness), nevertheless numerous 
negative personal experiences attending medical 
intercession – pharmacotherapeutic failure, unpleas-
ant drug side-effects, and lack of access to more effi-
cacious but highly-priced medications – are brought 
to the fore. The potential impact drug side-effects 
have on one’s work performance, a strong social 
expectation in mainland China, sees the person’s 
pharmacotherapeutic regime compromised and 
recovery hindered. Vocabulary usually associated 
with a medical lexicon are interspersed here: ‘halluci-
nation’, ‘depressive symptom’, ‘dosage’, ‘anti-depressant 
medication’, and the names of pharmaceuticals.
Following changes in my surroundings and improve-
ment in my social adaptation, especially the 
experience I gained from working, I slowly cast 
off my unhealthy state of mind. This course of 
events remolded my character. I gradually came to 
understand that the value of life is raised through 
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commitment. The more you do for society, the 
happier you will be. Even though we are remuner-
ated for working and this remuneration guarantees 
our standard of living, even more important is that 
work sees us build a bridge with society and other 
people. Building such as ‘bridge’ greatly enriches 
our life and strengthens our personality. Pity the 
person separated from society and the people. (Yao 
2000: 352)
Here, the value of social engagement to the person 
with mental illness is emphasized. Gaining control 
over one’s illness is highly contingent on effectively 
contributing to and connecting with society, through 
practices such as working. There appears a clear onus 
on the person with mental illness to rebuild connec-
tions with other people, with many benefits flowing 
from any afforded effort.
5. Discussion
The results show that a great deal of thematic atten-
tion in the mental illness narratives under study is 
given to the personal experience of mental illness in 
terms of the circumstances and situations faced by 
the afflicted individual. These are for the most part 
perceived negatively by the individual, including their 
standing with others and their medical position, even 
though the thematic content of the narratives as a 
whole tends to be more positive in outlook. Given 
the context of publication of the texts, this finding is 
particularly interesting in that one may expect a more 
positive representation of the illness experience to 
predominate in narratives comprising a psychoedu-
cational publication. The cultural context appears 
salient here. Mental illness is highly stigmatized in 
Chinese communities, much more acutely so than 
in the West (Pearson 1996; Fan and Karnilowicz 
2000; Ran et al. 2005; Ramsay 2008). This stigma 
extends beyond indigenous settings (China, Taiwan), 
constituting a major issue for mental health services 
across the globe wherever a sizeable migrant Chinese 
community exists. In Australia, for example, Chinese 
speakers are by far the lowest users of community 
mental health services and, yet, are overrepresented 
in involuntary hospital admissions (Minas et al. 1996; 
Klimidis et al. 1999a, 1999b). The negative view of 
mental illness prevailing in Chinese communities 
can be traced to the cultural shame that marks a 
family whose member has a mental illness, due to 
reasons of ancestral disgrace as well as a hereditary 
basis to mental illness long recognized in traditional 
Chinese thinking (Kuo and Kavanagh 1994; Yang et al. 
1999; Ran et al. 2005). In addition, the promulgation 
of a ‘eugenic vision’ by Chinese governments, both 
pre-1949 republican and post-1949 communist, has 
openly singled out mental illness as an undesirable 
quality for people wishing to have children (Pearson 
1995a: 1; Dikötter 1998: 112). Taken together, the 
negative portrayal of the circumstances of mental 
illness in the Chinese illness narratives under study is 
unsurprising, despite the psychoeducational context 
of their publication.
The negativity underpinning the Chinese experi-
ence of mental illness sees gaining control over one’s 
situation emerge as a dominant, positively-valued 
theme in the narratives under study. Alongside this, 
maintaining order and harmony is of particular 
importance to Confucian-heritage societies, with the 
current Chinese government at all times emphasiz-
ing social stability and order, which includes control 
of the mentally ill. In China, people with a mental 
illness are ‘considered as a source of disruption and 
chaos, someone who is an inherent threat to public 
order and who needs to be controlled by outside 
forces’ (Pearson 1996: 452). Chinese Vice-Premier 
Li Lanqing in a World Health Day address in April 
2001 stated that ‘To improve mental health is an issue 
related not only to the health of millions of people, 
but also to the social stability and security of human 
life and property of people’ (Message of the Vice 
Premier 2001). This intersecting Chinese cultural 
and political desire for social order and stability, 
therefore, would likely underpin the conspicuous and 
positive resonance of ‘gaining control’ in the narra-
tives under study.
While the results show that gaining effective 
control has strong personal resonance in the mental 
illness narratives under study, greatest resonance lies 
in the personal-social domain, with high resonance 
in the social domain. This, together with the marked 
resonance of and positivity towards conduct and 
actions by others in the narratives under study, indi-
cate that gaining control over one’s problems seem-
ingly remains highly contingent on others. Unlike 
Western illness narratives where the focus often 
remains on self, the locus of power in the texts under 
study appears centred away from the individual.
Unsupportive conduct and actions by others, such 
as discriminatory or stigmatic behaviour, also feature 
in the texts under study. The importance of the ‘social’ 
in the Chinese context, therefore, can at once work in 
opposing directions: others readily provide support 
but, at the same time, can construct formidable 
stigmatic barriers to regaining health. Familial and 
social responsibilities are deep-seated in Confucian-
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heritage cultures, so loss of the ability to adequately 
fulfil one’s responsibilities or becoming a burden on 
one’s family and society is considered especially grave 
(Traphagan 2000). Lam and Fielding (2003: 137) state 
that the social pressures impacting on the ill 
reflect individuals’ obligations to social harmony by 
staying healthy and keeping the body undamaged, 
strongly emphasized in Confucianism and daily 
life. Therefore, health and sickness is not merely an 
individual issue but also a societal issue. Failure to 
maintain a healthy body is considered inexcusable 
because it could bring bad luck to the family and 
society … Disease therefore also carries a strongly 
moral imperative.
As to medical concerns, the thematic and lin-
guistic analytical findings concur in demonstrating 
marked negativity towards the medical experience, 
be it mental health related (clinical or residual symp-
tomatology) or therapy based (pharmacotherapeutic 
failure or side-effects). Yet, at the same time, medical 
intercession clearly resonates in gaining personal 
control, while only minimally being attributed to 
loss of control. Here, the psychoeducational context 
of publication may see the medical imperative 
foregrounded, despite the acknowledged negative 
outcomes or sequelae to medical intervention. The 
dominance of biomedicine in post-republican China 
as a first-line response to illness, including mental 
illness, following long established trends in the West 
(Kleinman 1986; Tseng 1986; Pearson 1995b), would 
likely heighten the resonance of the biomedical voice 
in lay narratives about illness, especially in relation 
to disease management. Thus, ‘colonization’ of lay 
discourse by the professional voice of medicine (Barry 
et al. 2001: 500) appears to manifest in the texts 
under study through the widespread use of medical 
terminology, by far the dominant linguistic feature 
explicated. Mastery of the professional ‘vocabulary’ 
of an illness affords a sense of empowerment and 
command over the circumstances an ill individual 
faces by enabling them to articulate medical ‘con-
cerns’ (Mathieson and Stam 1995: 298) and by ‘vali-
dating’ and ‘giving ‘a name’ to their distress’ (Lafrance 
2007: 130). More broadly, Bury (1982: 179) adds that 
especially in chronic illness narratives, such as those 
under study, lay engagement of the biomedical also 
serves to ‘provide an objective fixed point on a terrain 
of uncertainty.’ 
Overall, the salience of ‘gaining control’ in the 
texts under study contrasts with studies of Western 
illness narratives which have found greater resonance 
of coping phenomena (Kameny and Bearison 2002; 
McKay and Bonner 2002; Pierret 2003). McKay 
and Bonner (2002: 56) attribute this to ‘health care 
provision in general [in the West] becoming increas-
ingly located in a “social support/coping” paradigm 
rather than in a “treatment/cure” paradigm.’ That 
said, gaining control has been reported to feature in 
Western narratives about chronic physical illness and 
men’s accounts of depression (Robinson 1990; Emslie 
et al. 2006), yet, unlike the findings of this study, here 
control usually entails overcoming dependence on 
others and pharmacotherapy.
There are few references to death in the Chinese 
mental illness narratives, some of which view it as 
a positive course of action or outcome. This likely 
reflects the ‘control gain’ focus of the narratives, 
death signifying loss of control, as well as the fact 
that mental illness, unlike cancer, is not popularly 
viewed as a terminal illness (although sadly it often 
is) (Kameny and Bearison 2002). Denial also rarely 
resonates in the narratives under study. Likewise 
linguistic distancing and diminishment is rare. In 
contrast to Guise et al.’s (2007) Western chronic 
fatigue syndrome narratives, mental illness appears to 
be directly addressed and confronted by the Chinese 
authors. Where it occurred, denial was overwhelm-
ingly personal, with little reference to the denial 
of illness by others, most notably family members. 
This is interesting given that a phenomenon com-
monly noted in relation to Chinese people with a 
mental illness is family denial of the illness. That 
said, Western studies have found that denial can be 
beneficial in potentially life-threatening illnesses such 
as cancer and stroke (Kameny and Bearison 2002; 
Hjelmblink and Holmstrom 2006). Finally, while 
Knight (2006: 101) notes the benefits of people with 
illness recounting ‘stories that honor their life expe-
rience and values beyond their problems’ [emphasis 
added], there is little resonance of this theme in the 
Chinese mental illness narratives under study.
6. Conclusion
Analysis of Chinese mental illness narratives pub-
lished in a psychoeducational monograph has expli-
cated discursive forms which afford a great deal of 
thematic attention to the problematic nature of the 
illness experience for the individual concerned, as 
well as to the importance of gaining control over 
the personal and social disembodiment that mental 
illness brings about. The language of medicine 
presents as the dominant linguistic feature in the 
narratives. The study findings suggest that in the face 
of mental illness meaning is fashioned and identities 
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reconstituted through negotiation and utilization 
of social relationships and support structures and 
through active medical intercession.
The findings of this study support the call by many 
for a focusing of attention on the cultural dimension 
when analysing illness narrative. The Chinese mental 
illness narratives appear to be strongly culturally 
marked, despite their psychoeducational intent and 
institutional context of publication and dissemina-
tion. Their conspicuously social orientation, in par-
ticular, appears to distinguish them from Western 
counterparts that have been found to draw heavily on 
personal ‘battle’ and ‘journey’ metaphors (Hawkins 
1993: 87) and tend to ‘tell something much more per-
sonal that demonstrates the resilience of the human 
condition’ (McKay and Bonner 2002: 65). While there 
is some reference to individual struggle and recon-
sideration of life ambitions in the texts under study, 
the emphasis remains on regaining if not full health 
then a command of circumstances that permits the 
fulfilling of expected familial and social roles.
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